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We present a case of common peroneal nerve palsy
(CPNP) due to a popliteal haematoma that developed
after the percutaneous transluminal angioplasty (PTA)
of a superficial femoral artery (SFA) occlusion using
the retrograde popliteal artery puncture (RPAP). To
our knowledge, CPNP has never been reported fol-
lowing RPAP. Vascular interventionalists should be
aware of this complication which may be the only
manifestation of a large popliteal haematoma.
Report
A 65-year-old diabetic patient presented with bilateral
claudication at 100 metres. Colour Doppler ultrasono-
graphy (US) and digital subtraction angiography
(DSA) showed a short occlusion of the right SFA,
and two stenoses of the left SFA (Fig. 1a). Due to the
short length of the lesions, endovascular therapy was
preferred, and because of the atherosclerosis of both
common femoral arteries (CFA), bilateral RPAP was
chosen for the treatment. After both popliteal arteries
were punctured under US guidance, a 5F sheath was
placed on each side. The lesions were then treated
with standard PTA using a 5 20 mm balloon catheter
(Savy, Cordis, Warren, NJ, U.S.A.), with no residual
stenosis on the postprocedural DSA (Fig. 1b).* Please address all correspondence to: S. Yõlmaz, Department of
Radiology, Akdeniz University School of Medicine, Arapsuyu
07070, Antalya, Turkey.
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achieved with manual compression and application of
a circular bandage bilaterally, and the patient was
transferred to his bed. The following day, the puncture
sites looked normal on inspection, and the treated
vessels were patent on Doppler US. Thus, the patient
was discharged. One day later, the patient complained
of inability to raise his right foot and walk properly.
He was immediately brought back for reevaluation.
On physical examination, the puncture site looked
normal, but he had a typical drop-foot, with loss of
sensation down the anterolateral sides of the right leg
and foot and loss of dorsiflexion. He was also hypo-
volaemic with hypotension (90/60 mmHg), tachy-
cardia (98/min) and a decreased haemoglobin level
(9 mg/dl), which was treated with immediate IV fluid
and 2 packs of blood. US and magnetic resonance
imaging (MRI) demonstrated a 4 3 11 cm haem-
atoma in the right popliteal fossa (Fig. 1c). The right
CPNP due to the compression by the haematoma was
suspected, and confirmed by electromyelographic and
nerve conduction studies.
The symptoms of CPNP gradually improved over
the following weeks and the haematoma did not
increase in size on follow-up US. Therefore, the
patient was managed conservatively and able to
walk normally 5 months later.
Discussion
Peripheral nerve palsies may occur as a result of
the compression by a haematoma, for example therights reserved.
Fig. 1(a±c). Prone preprocedural DSA obtained by contrast injection through the sheath in the popliteal artery, showing a short occlusion
of the right distal SFA (a). After PTA, the postprocedural DSA shows an excellent result. (b). Two days after the procedure, a coronal
T2-weighted FFE (TR 500, TE 18, FA 35) MRI image demonstrates a haematoma located in the posteroinferior part of the right
thigh, which shows peripheral hypointensity due to magnetic susceptibility. Note a small haematoma in the left thigh with similar MRI
features. (c).
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puncture.1 CPNP due to compression by a haematoma
has previously been reported following knee opera-
tions and fractures,2,3 but it has never been described
as a result of RPAP. Although CPNP is seen in 0.1% of
the diabetic population,4 in this case it was almost
certainly caused by the popliteal haematoma.
RPAP is reported to be a safe alternative in the treat-
ment of SFA lesions.5,6 However, our case suggests
that a relatively large haematoma requiring blood-
transfusion may develop in spite of a normal-looking
popliteal puncture site. Thus, in patients where RPAP
has been performed, symptoms of peroneal nerve
palsy should be carefully investigated, since it may be
the only manifestation of a major haematoma.
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